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The development of community drug services in Dublin has long been a contentious 
issue between the health authorities and local communities. The conflict is analysed 
from a primary health care perspective, as defined by the World Health Organization.  
Interpretations of community involvement are discussed, with a case study from 
Ballymun, Dublin, described as an example of a more radical approach.  Challenges to 
be faced in developing community participation are identified, and suggestions made for 
more comprehensive intersectoral collaboration to address the complexities in moving 
from a centralized, medical model to one based on comprehensive community care 
 
Introduction 
The development of local drug services in Dublin has long been a contentious issue 
between the Eastern Health Board (EHB), the statutory body with responsibility for 
health services in the Dublin area, and local communities.  Opposition from the local 
communities to the establishment of such services has been analysed by the EHB as a 
‘not in my back yard’ attitude, and has been attributed to the marginalized status of drug 
users internationally (EHB 1996). 
 
This paper aims to question that analysis and review the difficulties that have arisen in 
the context of the complexities and challenges presented in moving from a medical 
‘micro’ model to the ‘macro’ level, with greater community participation and 
intersectoral collaboration. 
 
Drug Problems in Dublin: a Historical Review 
 
Overview 
Drug problems in Ireland were first discussed during the 1960s (Commission of Inquiry 
on Mental Illness 1966, Bushe 1968, Working Party on Drug Abuse 1971).  By 1983, a 
statement on the final report of a Special Governmental Task Force on Drug Abuse (the 
full report was never published) described the people most vulnerable to drug abuse as 
those ‘living in deprived urban communities’ (Government Information Services 1983).  
Research studies confirmed this, revealing alarming rates of heroin use, particularly 
among already disadvantaged young people (Dean et al 1983, 1985, Power 1984). 
 
Epidemiological evidence from treatment agencies (O’Higgins 1996), together with 
more general community reports and information tell us clearly that, far from the 
situation being relieved during the 1990s, problem drug use is a major issue for many of 
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our communities (see reports from Rialto Development Association 1990, ICON 1994, 
Women’s Action Group 1965, Co-operation North 1996, Community Response 1997). 
 
These reports present a picture of communities struggling, in the midst of 
unemployment and poverty, to understand and cope with the devastation that problem 
drug use has brought.  People are witnessing a second generation of young people dying 
from drug-related causes.  The consequences are compounded by the sense of 
abandonment felt.  The institutions of the State are seen as having ignored the warnings 
of previous decades. 
 
Service development 
The National Drug Treatment Service, based in Jervis Street Hospital, Dublin, was 
established in 1969 as a central response to individuals.  Additional provision developed 
through voluntary agencies and self-help groups. The voluntary sector in Ireland has a 
long history, often with a foundation of religious involvement, in the provision of 
personal social services.  The main sources of funding for the sector are charitable fund-
raising, funds from the European Union, and State funding.  While the value of 
voluntary services has been stressed repeatedly, State funding of the sector is largely 
discretionary, lacking transparency and long-term commitment (National Economic and 
Social Forum 1995).  
 
In line with similar shifts in England (Cartwright et al 1978), treatment for those 
affected moved from a centralized focus to a community focus when the EHB began to 
appoint addiction counsellors to work at community level in 1983.  However, it was not 
until the early 1990s that this process took on a cohesive organizational rationale. 
 
Influenced by the UK model of community drug teams, the Government Strategy to 
Drug Misuse (1991), recommended a similar model for drug treatment services in 
Ireland.  The aspiration of community involvement contained in this strategy is reflected 
by the mission statement of the EHB addiction counselling service, which speaks of 
providing an accessible service ‘optimising community participation in the evolution of 
appropriate services’ (Burke 1994). 
 
Community action 
Communities in Dublin have organized in different ways in response to their drug 
problems. 
 
In 1981, Ballymun, an area of high unemployment and social deprivation, set up its own 
response.  The Youth Action Project aimed to address the demand for drugs in the south 
inner-city area of Dublin, people took action to evict drug pushers from their 
communities. (Similar action began again in 1996, with local people marching nightly 
in protest, and guarding their own streets to keep the supply of drugs out.) 
 
Other groups include CAD (Community Awareness of Drugs), formed in 1983, and 
Community Response, formed in 1990. Despite the rhetoric of community participation, 
however, community groups in Dublin that have attempted to collaborate with the 
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Models of Community Involvement 
 
A model from primary health care 
Perhaps the contribution that communities in Dublin can make to the development of 
drug services is best understood in the context of primary health care (PHC), which has 
community participation at the core of its effectiveness (WHO 1978). 
 
Intended to increase the coverage, scope and quality of care in parts of the world where 
needs cannot be met by regular services because of special geographic and 
socioeconomic conditions (Quirke et al 1994), its seems to be a useful framework for 
considering the issues involved in moving drug services from centralized facilities to 
community care.  Community involvement in its own health care is interpreted in a 
number of different ways (WHO 1986, McDonald 1993). 
 
The community as setting 
One common interpretation sees the community as a setting, with the originating agency 
having the resources and the power to make decisions and determine the timing, extent 
and terms of the service.  Contact is made with the target population only when the 
service is about to be commenced, and location, staff and programmes have been 
decided upon. 
 
This interpretation implies a positive alternative to residential care (NESC 1987), and 
could be said to be the dominant interpretation in the English model of the Community 
Drug Team, where services are provided in a locality instead of a central base.  Set up 
as clinical units of various composition, these teams were given a task of consultancy to 
generic services in their area, with the aim of involving the professional carers in the 
care of drug users.  However, results have been disappointing, with teams abandoning 
the consultancy role given by 1992, and the more disadvantaged groups still not being 
reached (Strang et al 1992) 
 
This view of community involvement sees the relationship between the community and 
the health professionals in the conventional manner, where the worker is active, and the 
community passive, as are the patients (Jones & Macdonald 1993).  The State delivers, 
the community receives. 
 
While clinical units at local level have a better chance of tailoring services to meet the 
needs of catchment areas (Strang et al 1992), this approach consumes a large slice of the 
budget, and has been rejected as a proper interpretation of community involvement in 
PHC (Banerji 1984, Macdonald 1993). 
 
The community as a resource 
A second model of community involvement involves equipping local people to 
implement projects which are largely determined by the outside sponsoring agency.   In 
Ireland we have such an example of community participation in PHC, in the EHB’s 
Community Mothers’ Programme.  This programme, initiated because the public health 
nurses could not meet the demands for services, recruited experienced mothers in 
disadvantaged areas to give support and encouragement to first-time parents in the 
rearing of their children, emphasizing health care, nutritional improvement and overall 
development. 
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In PHC, the training of local people as care providers is not new (Werner 1981, Walt 
1990).  This model takes community involvement a step further and has many 
advantages.  However, it is not without its limitations and dangers.  These workers an 
become, instead of the change agents they have the potential to be, just ‘another pair of 
hands’ in the system (Walt 1990, Johnston 1993), resulting in ‘system maintenance’ 
rather than ‘system transformation’ (United Nations Research Institute Social 
Development 1979).  This approach, much in line with the voluntary tradition in 
Ireland, is useful, but safe and secure.  It is a model that is more readily approved than 
the more challenging approach of collective change.  The concept of participation is not 
used as a yardstick for funding purposes, and the range of activities conducted in this 
way may be a substitute for a real policy (McCashin 1989). 
 
A more radical approach: community development 
Both of these approaches have their value and their successes.  However, neither of 
them constitutes community participation as laid down by the World Health 
Organization (WHO) in 1978 and reinforced in 1987.  PHC requires and promotes 
‘maximum community and individual self-reliance and participation in the planning, 
organisation, operation and control of primary health care, making fullest use of local, 
national and other available resources; and to this end develops through appropriate 
education the ability of communities to participate’ (WHO 1978 .4, Article VII). 
 
The approach is very similar to a community development approach, with its basic 
principles of participation, equity and intersectoral collaboration (Jones & Macdonald 
1993).  It is an approach that encompasses a commitment to a holistic approach to 
health, recognizing the central importance of social support and social networks, and 
attempting to facilitate individual and collective action around common needs and 
concerns which are identified by the community itself, rather than being imposed from 
outside (Smithies & Adams 1990). 
 
WHO speaks of the essential ingredient of massive public involvement, ‘not just in the 
support and operation of health services, but more importantly in the determination 
of health priorities and the allocation of scarce health resources.’ (WHO 1991, p.3, 
emphasis added). This is a more radical approach. 
 
While Community Development for Health appears under many forms and guises 
(Beattie 1986, Gabe 1994), participation has been defined as having essential elements: 
 Participation must be active; more receiving of services does not constitute 
participation 
 Participation involves choice 
 Choice must have the possibility of being effective (Rifkin et al 1988). 
 
A Case Study: Ballymun Youth Action Project 
 
Ballumun, situated on the northside of Dublin, near Dublin Airport, is a high-rise 
housing estate built in the late 1960s in response to a housing crisis in the city.  The 
modern blocks of flats, intended to show a ‘new Ireland’, became instead the most 
disadvantaged area of the State (EHB 1984). 
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In a climate of seeping poverty, and increased social isolation (SUSS Centre 1987), 
local parents approached the EHB community worker to help them find a way to 
respond to the drug abuse that was creeping into the community and which had led to 
the deaths of three young people towards the end of 1980. 
 
Early assessment of local drug patterns identified drug abuse as becoming part and 
parcel of community life, ranging from children abusing cough bottles and solvents to 
teenagers abusing barbiturates and tranquillizer drugs with alcohol, and to the abuse of 
injectable opiates by hard-core addicts.  The abuse was also seen as part of the problem. 
 
In the Youth Action Project, from its earliest days, the problem was seen as both 
personal and systemic.  The interaction of the community could be constructive or 
destructive (McCann 1991). 
 
The committee was concerned with service provision.  At the time of its founding, there 
were no drug services in the area.  Young people were dying, and families were being 
left to cope on their own.  From the beginning, the project adopted a policy of training 
local people, seeing the passing on of skills as of major importance.  Therefore, it has 
been concerned not only with what is provided but how it is provided and who provides 
it.  By the end of 1986, the Youth Action Project was offering a comprehensive support 
system, being seen as a very worthwhile and essential service in the area (Youth Action 
Project 1986). 
 
In 1997 there is a workforce of 13 people involved in client work, education work, 
development work, training, liaison and administration.  Eight members of the work-
force are local people.  In developing this expertise, the Youth Action Project has 
consistently challenged the role given to it by statutory authorities (Irish Times 1985, 
McCann 1991 p.62, Judge 1992 p.32). 
 
Through this work its has been shown that local people can be, as in the Community 
Mothers’ Programme and in programmes in New Zealand (Dulwich Centre 1990) and 
Los Angeles (Breslow & Tai-Scale 1996), very effective in reaching those not usually 
engaged in services and in making programmes culturally appropriate. 
 
Internal leadership, identified as the main criterion for successful community responses 
in the USA by Wynne (1973), is developed and use is made of internal and external 
resources.   
 
Ireland’s first community addiction studies training centre 
Conscious that community involvement does not just happen, the Youth Action Project 
has established a community addiction studies training centre, the first of its kind in the 
country.  Through this, it is developing the ability of communities and generic agents to 
participate.  Staff already trained and experienced are involved in the centre, in passing 
on the skills they have acquired and in supervising two new full-time trainees form the 
local area. 
 
A community addiction studies course, which runs regularly in the centre, consistently 
has twice as many applicants as available places, with enquiries from all over the city.  
Participants include people who have never studied before, people who reach Leaving 
Certificate level, and those who have participated in third level education.  Also 
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included are participants who themselves have been affected by problem drug use, 
either their own or by a family member. 
 
Other disciplines requesting and receiving modules form this community initiative 
include probation officers, youth workers, teachers, residential care workers and 
home/school liaison coordinates. 
 
This represents an innovative approach to the integration of the two key areas of 
expertise identified and developed by the Youth Action Project over the years: 
community work and drugs work.  It provides a ‘unique facility to meet the needs of the 
local community and professionals who encounter addiction and abuse in their work’ 
(Rabbitte 1996 p.2).  The Youth Action Project is pioneering a much-needed 
multidisciplinary response to a complex problem by integrating the concepts of 
community development in the design of effective responses to drug abuse. 
 
To realize the full potential for change evident in these programmes, organizational 
structures and processes also need to reflect and value this work.  By practising a 
community development approach, the dangers of merely adjusting people to poverty or 
other forms of injustice, or using local workers as ‘just another pair of hands’ (Walt 
1990) are avoided. 
 
The objectives in training local people are not only to equip them to work in service 
provision, but also, more importantly, to act as community consultants, as advocates, 
ensuring that any services that are developed by community, voluntary or statutory 
agencies are appropriate to local needs and are acceptable and accessible to the people 
(Dulwich Centre 1990).  The Youth Action Project continually strives to move 
participation from the lower rungs of the ladder (Arnstein 1969) to higher levels where 
the community has more say and control over decisions and actions taken in Ballymun.  
Through a community development approach, the Youth Action Project brings the 
individual and the collective together, making the collective story as important as the 
individual ones (Starhawk 1987, Shapiro et al 1994). 
 
In developing such an approach, the Youth Action Project was described as ‘more than 
a service’ by one client, during discussion on the occasion of the Project’s tenth 
birthday conference in 1991. 
 
Discussion 
By 1991, WHO was saying that ‘the changes and efforts required to realise community 
involvement have been underestimated, even misunderstood’.  Despite the rhetoric in 
national and international documents, practice does not often correspond to aspirations 
(Madan 1987, McDonald 1993, Wallerstein 1993, Baum & Sanders 1995).  Indeed in 
drug abuse, practice has been shown to block community participation rather than 
promote it (McCann 1991, Cullen 1993).  A community development approach is 
fraught with difficulties, and very challenging for the professionals involved (Werner 
1981) 
 
Plans drawn up by communities in Dublin incorporate the valuable elements of the first 
two models described here.  However, they go further and look for more equal 
participation than these models offer.  Management structures are criticized as 
inadequate for responding to the needs (ICO 1994, Rialto CDT 1996). 
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Community development thinking is systems thinking. The systems approach 
emphasizes basic principles of organization. Of course in the treatment of problem drug 
users, there is an important role for the medical 'micro' approach, but in a systems view 
this has to be connected to structures which ensure the maximum benefit to individuals, 
families and the community.  Rather than perceiving groups as casting doubt upon their 
knowledge and competence, and undermining them (Hunt 1990), outside professionals 
are challenged to develop the role to provide technical expertise and consultation on the 
problems and aid the community is seeking solutions (Quirke ct a1 1994, Breslow & 
Tai-Scale 1990). 
 
Structures that depend on hierarchy for cohesion are perhaps not in the best position to 
tackle effectively such a multifaceted entrenched problem.  Through a PCH approach, 
new, more effective, structures can be put in place, which practice ‘power with’ rather 
than ‘power over’ (Starhawk 1987). 
 
Good progress has been noted throughout the European region in improved health, 
except in the critical area of equity (WHO 1994). Equity has not been achieved in drug 
services in the UI<, in spite of expansion (Strang et a1 1996). Use of a community 
development approach, employing micro and macro techniques and strategies, would go 
some way towards the goal of equity in the drug misuse area, and ensure that a 
comprehensive continuum of care is developed for and with those in need, their 
families, and their communities. 
 
In many countries, departments of health and community development do not work 
together or consult each other, in spite of the fact that workers often have similar 
agendas 2nd roles (Walt 1990). The strength lies in the two fields working together, 
avoiding selective strategies in favour of comprehensive ones. 
 
Many of the basic principles for succcssfu1 involvement outlined by Quirkc et a1 
(1994) are present in our communities in their concern and efforts to protect their 
children from drug-related harm.  This call be matched by the health board and other 
care providers: by accepting that communities are entitled to participate in service 
planning; by formally identifying workers who will provide support and technical back-
up, with approved role legitimacy and adequacy for development work’ by accepting 
that shared care means shared control; and by treating communities as equals in the 
process of dialogue. 
 
Previous claims of consensus and intersectoral collaboration in Irish policymaking have 
been 'superficial having been achieved and maintained by ignoring many real policy 
dilemmas . . . ' (Butler 1991 p. 230). 
 
The effectiveness of structures at local and national levels depend on the debate going 
beyond superficial levels, on the real dilemmas being faced, and on the required 
analysis and study being undertaken. 
 
 
In taking up these challenges, we will be congruent with community development and 
PHC as outlined by WHO, leading to more creativity and coordination n our activities. 
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